Chronic cryptosporidial infection in man usually occurs in those who are immunocompromised. We report a patient with a one year history of bowel symptoms resulting from persistent cryptosporidial infection of the colon. Investigations showed underlying selective IgA and saccharomyces opsonin deficiencies but no evidence of cell mediated immune dysfunction. Both selective immunoglobulin A and opsonin deficiencies are relatively common in the general population and may be a cause of susceptibility to persistent cryptosporidial infection.
Infection with cryptosporidium species is now recognised as a major cause of human diarrhoeal disease worldwide.' In addition to diarrhoea, however, patients may have abdominal pain, cramps, anorexia, malaise, and weight loss.' Most have a short, self-limiting illness that usually resolves spontaneously within one to two weeks.2" Rarely, symptoms may persist for more than one to two months,56 and this is more often the case if the person is immunocompromised. 7 8 We report a case of chronic cryptosporidial infection of the colon that caused symptoms for more than 12 months in a patient with selective Case report A 56 year old retired home help supervisor was referred with a 12 month history of intermittent colicky lower abdominal pain and diarrhoea which had begun suddenly while she was on holiday in Tunisia the previous year. Her husband and friends had developed similar symptoms while on holiday but in all cases the illness had resolved completely by two weeks. For the next year, however, the patient complained of recurring bouts of pain and diarrhoea lasting several days. These attacks occurred every one to two weeks and were characterised by watery inoffensive stools, without blood or mucus. Between attacks the patient was well and suffered no loss of appetite or weight and no rectal bleeding or pain when opening the bowels. Her only past illnesses had been recurrent sinusitis since childhood, and there was no previous gastrointestinal disease. The patient was married with three children, denied intravenous drug abuse, and had never had a blood transfusion.
She looked well and there were no abnormal signs. Sigmoidoscopy and double contrast barium enema x-ray findings were normal. Stool cultures were negative for ova, cysts, and parasites, and grew no shigellae, salmonella, or campylobacter species. Her haemoglobin concentration was 13-7 g/dl, her white blood cell count was 7 3 x IO9/l with a normal differential count, the erythrocyte sedimentation rate was 6 mm/h, and the serum urea, creatinine, and hepatic biochemistry were all normal. A rectal biopsy specimen showed a mild mononuclear cell infiltrate in the lamina propria and there were numerous cysts typical of cryptosporidia in the crypts (Fig 1) . Electron Coulter). Total T lymphocyte numbers (CD3) were normal at l150x 10/l, as were the CD4 (helper/inducer) count at 0-97x 10/l, the CD8 (suppressor/cytotoxic) count at 0 44x 109/1, and the CD4:CD8 ratio at 2-2. The B lymphocyte count was also normal at 0 25 x 109/1. Antibodies to the HIV-1 virus were not detected. Serum IgG was 12-1 g/l (normal 60-17i0 g/l), IgM was 0-9 g/l (normal 0-7-3-5 g/l), but the IgA value was abnormal at 0 1 g/l (normal 0 7-3 5 g/l).
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